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MEDICAL  ASSISTANCE  
STATEPLANUNDER TITLE XIX OF THE SOCIALSECURITY ACT ATTACHMENT 4.19-B 

PROGRAM Item 12c, Page 2' . 

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER TYPESOF CARE OR 
SERVICES LISTED IN SECTION 1902 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM, 
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 

C. 

D. 

E. 

ambulatoryinfusion pumps (to exclude insulininfusion 
patientpumps), lift slings, percussors, humidifiers, 

withcompressors (except for nebulizers compressors), 
orthotics and braces andshoes and inserts, and prosthetics are 
reimbursed at the lesser of : 

seventy percent(70%)of the Medicare Fee schedule; 
or 

billed charges 

All DME itemsidentifiedwithHCPC codes beginningwith 
the letter "Z"(except for enteral formulas); miscellaneous 
equipmentitems authorized with HCPC code E1399; and 
home health supply items and other miscellaneous supplies 
identified with HCPCcode 21399 are reimbursed at seventy 
percent (70%)of the flat fee schedule(based on 80% of 
Medicare rate) in effect as of February 7, 2000. 

Urologicalsupplies and wounddressings and supplies are 
reimbursed at the lesser of : 

billed charges; 

seventy percent(70%)of Medicare Fee Schedule; or 

seventypercent (70%) of the Manufacturer's 
Suggested Retail Price (MSRP). 

Ostomysupplies are reimbursed at the lesser of 

billed charges; 

eighty percent (80%)of Medicare Fee Schedule; or 

eightypercent (80%) of the Manufacturer's 
Suggested RetailPrice (MSRP) 
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' STATE PLAN' UNDER TITLEXIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Item 12c, Page 3 

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

METHODS AND STANDARDS FOR ESTABLISHINGPAYMENT RATES- OTHER TYPESOF CARE OR 
SERVICES LISTED IN SECTION 1902 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM, 
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 

F. 

G. 

H. 

I. 

J 

K.  

Enteral formulas are reimbursed atthe lesser of 

billed charges; or 

eighty percent(80%)of the Medicare Fee Schedule. 

Tracheostomytubes and care kits are reimbursedatninety 
percent (90%)of the Medicare Fee Schedule. 

Parenteral and enteral supplies, suction catheters, 
tracheostomy masks or collars, and tracheostomy cannulas 
are reimbursed at seventypercent (70%)of the Medicare Fee 
Schedule. 

Enteral infusionpumps, standard type wheelchairs, hospital 
beds, artificial eyes, commode chairs, and stationary suction 
machines are reimbursed at the Medicaid established flat fee 
amount (based on80% of Medicare rate). 

Purchase of oxygen concentrators is reimbursed ateighty 
three percent (83%) of the flatfee amount (based on 
Medicare rate) in effect as of February 7, 2000. Rental of 
oxygen concentrators is reimbursed at eighty fivepercent 
(85%) of the flat fee amount (based on Medicare rate) in 
effect as of February 7, 2000. Purchase of glucometers is 
reimbursed at thirty percent (30%)of the flat feeamount 
(based on Medicare rate) in effect as of February 7, 2000. 

Another group of equipmentispriced on an individualbasis. 
Pricing of this equipment group is based on an item-by-item 
analysis due to theunique specifications of each item and the 
beneficiary's needs. These are items which are customized 
to meet the special medical needs or physical specifications 
of a particular individual. 

item-by-itemPricing on an basis because of unique 
specifications may includeanalysis of such factors as 
invoiced costs toproviders, comparative prices of the 

TN# b\-o b ApprovalDate m-oq-200 EffectiveDate ac(- 6b-200( 

Supersedes 
W-(8 



Page 12c,  MEDICAL  

former  

ASSISTANCE  

with  

Review  Social  Medical  

1 g .  
. .  I . 

STATE PLAN UNDER TITLE XIX OF THE SOCIALSECURITY ACT ATTACHMENT 4.19-B 
ItemPROGRAM 4 -

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER TYPESOF CARE OR 
SERVICES LISTED IN SECTION 1902 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM, 
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 

providers, manufacturer’ssuggested retail pricesfor 
equipment or system components and negotiated rates 
based on anaccumulation of data from private insurers 
as to their allowable reimbursement for these types of 
equipment. 

Exception: Reimbursement for customized wheelchairs 
shall be based on the manufacturer’s suggested retail 
price minus twenty percent (20%) for manual custom 
wheelchairsandminusseventeenpercent(17 %) for 
electric custom wheelchairs. 

II. Standards for Payment 

A. 

B. 

C. 

D. 

-1 

4 STATE LOUISIANA 

. 

Receipt of certification by the physician of proper fit or 
verification from the beneficiary that the appliance, 

equipment and/or supplies have been received and are 
satisfactory, and 

Receipt of thebill from thecompanyinanamount 
is establishedwhich in accordancethe 

reimbursement methodology. 

Approvalisbasedupontherecommendationofthe 

attending physician that the requested item is suitable
for 
use in the home. 

Prior authorizationrequiredis for Durable Medical 
Equipment(DME)exceptintraocularlensimplanted
during a coveredsurgery. Authorization is made by the 
Prior Authorization Unit (PAW (the extant unit of the 

Team). 

Wound,care suppliesanddressings,andothermedically 
necessary supply items exclusively designated forbyuse 
the home health care agency in the performanceof that 
service are reimbursable under the DME fee schedules. 


